nosis on histological grounds. Parotid biopsy is usually avoided because of attendant surgical complications,3 but labial gland biopsy is simple,4 less invasive, and may demonstrate changes similar to those seen in the major salivary glands.5 Although in one study typical granulomata were seen in the minor glands of only 58% of known cases of sarcoid, focal lymphocytic sialadenitis is considered to be an accurate indicator of the oral component of SS.3 7 Recently, lip biopsy has been described as useful in discriminating between sarcoid and SS.2
We report a patient with clinical and histological features consistent with SS who was subsequently diagnosed as having sarcoidosis. We could find no previous comparable report.
Case report
A 57 year old West Indian woman, resident in England for some years, was referred by her dental Accepted for publication 25 practitioner. She had a nine month history of bilateral parotid swelling and persistent dry mouth with difficulty in chewing, swallowing, and speaking and with alterations in oral sensation and taste. One year earlier her complaint of dry eyes had been treated with hypromellose eye drops by an ophthalmologist. She also complained of general malaise and tiredness which had developed over the previous three to six months associated with a loss of 20 kg in weight. During this period she had had an episode of mild pain and swelling in the right knee, which settled over a few months. Thereafter the left knee became similarly involved. There was no other relevant personal, past, or family history. The striking finding on examination was woody enlargement of both parotid and lacrimal glands. The Clinically the differential diagnosis lay between sarcoidosis and SS, and lip biopsy changes suggested the latter. Because of the systemic features the patient was investi ated to exclude a lymphoma associated with SS. Bilateral parotid gland sialography showed diffuse enlargement of both glands with no evidence of tumour. Parotid ultrasound examination showed both parotid glands were in excess of 11 cm in length, but again with no evidence of tumour. When the possibility of a more generalised lymphoproliferative disease was pursued it was noted that total IgG and IgA were raised at 31P2 g/l (normal range 66-13 2 g/l) and 3-78 g/l (normal range 0-5-2-5 g/l) respectively, and IgM was within normal limits. Serum immunoelectrophoresis showed a polyclonal increase in the y region but no M band. Monoclonal immunoglobulin light chains in the urine have been reported as an early finding when the benign lymphoproliferation of SS becomes malignant,9 but no free x or k chains were detected on immunoelectrophoresis of a 25-fold concentrate of the patient's urine.
Microscopy of urinary sediment showed the presence of red blood cells persistently and hyaline casts once. The patient had a creatinine clearance of 83 ml/min and 0-32 g/24 h of proteinuria. Culture and cytology of the urine were negative. An intravenous urogram showed a right duplex kidney and ureter but was otherwise normal. Abdominal ultrasound was normal with the exception of a slightly enlarged liver with no focal lesions. Cystoscopy was normal.
Thus, again, largely because of the histological changes of the lip biopsy specimen, a diagnosis of SS was still favoured. Because the systemic features 
